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During the Annuai Re-Certification survey and
complaint investigations #40516, #42531 and
#41819 conducted on 10/29/17 through 10/31/17
at Signature Healthcare of Elizabethton, no
deficiencies were cited under CFR Part 483,
Requirements for Long Term Care Facilities.
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Any deficiency statement ending with an asterisk () decoles a deflclency which the inslitution may be excused fram correting providing it is deterrmined that
other safeguards provide sufficient protestion to the patients. (See ins?mciions.) Except for nursing homes, the findings stated above are disclosable 90 days-

program participation.
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